SINCE its description in 19.25 by J. Abernethy Willett [1] in a communication to this Section, the Willett forceps has been extensively used in the treatment of placenta, pravia. In a series of 3,103 cases of placenita praevia complete and partial which I have collecte(1 and analyse(d from the reports of 11 teaching hospitals in Great Britain it was used in 2,52 vwith a maternal mortality of 3*5/0o and a foetal mortality of 4640. The advantages claimed for the forceps are (1) that it can be applied when the os admits only one finger and therefore is too small to allow a foot to be brought down;
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(2) little internal manipulation is necessary: and (3) the faetus is spared the dangers atten(lant on breech dlelivery and the fcetal mortalitv is therefore lower than afteversion. The average fcetal mortalitv from all methods of treatment in the above series wNas 542%0, so that there would seem to be some justification for this last claim.
We have recently had twro cases in w%hich the use of the forceps w-as followed by Bacillus welchii infection of both nmother and foettis. One patient recovered but the other died two days after deliverv of an acute and overwhelming gas gangrene. Both fcetuses wrere dead and their bodies wN-ere blue, sw-ollen, and putrid. Case 1. MIrs. R. (C.23), 2 para, ageed 32, was admitted on 2.1.37 haxing lost about half a cupful of blood pei vaginarn. The blee(ling wvas not accompanied by pain and there vere no signs of toxamia. By her dates she was 32 w-eeks' pregnant, the position wras L.O.A., the head was high above the pelvic brim, and the fectal heart sounds were audible. A tentative diagnosis of placenta prxvia was made, and she was treated expectantly. In spite of rest and sedatives, however, bleeding recurred on two occasions, i.e. on January 5 and 10, and on this last date she was therefore examined under anesthesia. The cervix admitted one finger and the placenta was felt to extend to the internal os. The membranes were ruptured artificially and Willett's forceps was applied with a weight of 1 lb. attached.
On the 13th, i.e. two days later, labouir pains had not started, the temperature was 102°F., and there was a foul-smelling vaginal discharge btut no further bleeding. The Willett's forceps was still in situ. The foetal heart sounds were heard for the last time at 4.30 p.m. Labour pains started at 8 a.m. on the 14th; the temperature was then 103°F. and the pulse 150. Shortly after noon a dead fcetus was born spontaneously and the placenta followed two minutes later. There was no excessive bleeding. The fcetus was putrid and so was the placenta. The mother's condition after delivery was very poor and the pulse was almost imperceptible. Two pints of glucose saline were giv-en intravenously followed almost immediately by transfusion of 500 c.c. of blood. At 6.30 p.m. 4,000 units of B. welchii serum were given and coramine 1 c.c. two-hourly throughout the night. Next day (January 15), crepitations were felt in the abdominal AUG.-OBSTET. 1 Proceedings of the Royal Society of Medicine 94 wall. The serum was repeated, but in spite of it and various restorative measures she died early on the morning of the 16th.
Post-mortem: Stout female with marked distension of the abdomen; crepitus detected in the fat and muscle of abdominal wall. The rectus muscle was intensely pale, soft and friable, and contained small pockets of gas. There was evil-smelling vaginal discharge. No other markings or scars were seen. Liver very pale, soft, and friable. Numerous gas bubbles in blood-vessels much gas in vessels of spleen which was large, soft, and deeply congested. Bladder mottled with small hamorrhages and numerous tiny bubbles of gas beneath the mucosa and extending along the urethra. Genital organs: Subinvolution of uterus; its cavity, which was widely dilated, was occupied by blood-stained, stinking, necrotic material. Cervix patulous. No peritonitis. Diagnosis: Puerperal sepsis, septicomia, gas gangrene. Case 2. Mrs. M. (D.1 156) , primigravida, aged 28, admitted 31.10.38 because of vaginal bleeding which she had had for one week. On admission she was eight days overdue, the vertex was presenting but was not engaged, and the pelvis was normal. At first she was treated expectantly but, as slight bleeding continued, she was examined under anaesthesia on 9.11.38 at 10 a.m. The os admitted one finger with difficulty, and the edge of the placenta was felt 1 in. above the internal os. The membranes were ruptured artificially and WVillett's forceps applied. \Veak pains started the same day at 1 p.m., and at 7 p.m. the WVillett's forceps came off spontaneously, having therefore been in position for only nine hours. Labour progressed slowly for the next two days and foetal heart sounds were no longer audible by 6 p.m. on the 12th. At 3.20 p.m. on the 13th a dead, putrid fcetus was born spontaneously, and was followed five minutes later by the placenta. A prophylactic injection of 8,000 units of B. welchii serum was given intramuscularly. The faetus was full term and its abdomen, face, and upper and lower extremities were blue and putrid looking. The mother's temperature was 101°F. on the second day but she gradually improved, and by the sixth day her temperature was normal, and she eventually recovered well.
Cultures from her cervix showed B. welchii, numerous colon bacilli, and a few Streptococci faccalis.
Cultures from the foetal spleen grew B. welchii.
DISCUSSION
In applying Willett's forceps a wound more or less lacerated is necessarily made on the scalp of the foetus. A weight is then attached and the foetal head is thus made to compress the placenta. The more effectively it does this the better is haemorrhage controlled. It must also be evident, however, that this compression of the placenta arrests the circulation, both maternal and foetal, through it, and so is very liable to kill the foetus. Here then we have ideal conditions for infection bv the Welch bacillus, i.e. a ragged wound in dead tissue. If the Welch bacillus is present in the vagina, or gains access to it, infection and gas gangrene are likely sequelae. Arthur M. Hill [2] has shown that this organism is widely distributed. In the Women's Hospital, Melbourne, pathogenic strains were grown from the floors and dust of the mortuary, pathological laboratory, and labour wards, and from the hands of medical attendants after washing and drying, and in one instance after thorough scrubbing and putting on wet sterilized gloves. In Hill's series of 30 cases of B. welchii infection, 19 of which died, there was a history of mechanical interference in 13 varying from cervical and vaginal plugging to forcible douching with a Higginson's syringe or the passage of a crochet needle. Wrigley [3] states that the Welch bacillus is probably a constant inhabitant of the intestinal canal and so is apt to be found on the skin of the perineum, and around the anus.
It appears that the purposeful infliction of a lacerated wound on the faetus in a septic or potentially septic area is an unscientific and dangerous procedure. It is probable that the longer the interval between death of the foetus and its delivery the greater is the danger of and from B. welchii infection. In our cases it was twenty and ten hours respectively. Possibly if delivery took place within an hour or two of the application of the forceps there would be little danger, but in such cases strong pains are present which can of themselves drive the presenting part down on to the placenta and the forceps is therefore unnecessary. I submit that the Willett's forceps should have no place in the treatment of placenta praevia because (1) a lacerated wound is inflicted on the foetal scalp, and its freedom from infection by the Welch bacillus cannot be guaranteed, however strict our antiseptic technique. (2) This risk is much increased if the foetus dies in utero, an event which is always liable to happen when the placenta is continuously compressed by the foetal head; and (3) the risk increases with the length of time that elapses between the application of the forceps and delivery.
